Background: Advertising is a powerful medium for food and drink promotion, which can influence public perceptions of 'normal' food choices (1,2) . Food and drink advertising may run contrary to current healthy eating guidance. Greater understanding of this phenomenon may create opportunities to support health promotion. This study aimed to analyse the content of foods represented in television advertising, in order to compare with the national dietary guidelines. Methods: Peak-time (7-9 pm) terrestrial television broadcasting (ITV) was recorded for seven consecutive days during November 2015. One researcher estimated portion sizes of advertised meals in 53 adverts using a photographic food portion guide. Proportions (by food group) were compared to dietary guidelines. Food group proportions within individual advertised meals were compared to corresponding Eatwell proportions and analysed using Wilcoxon Signed Rank test (on SPSS software). Estimated proportions of all food groups were represented as an 'EatAsAdvertised' model. Results: Almost all advertised food groups were significantly different to guidance: fruit and vegetables (F&V) were 35% smaller (P = 0.008), dairy was 5% lower (P = 0.039), and carbohydrates were 22% lower (P = 0.216) whereas protein was 5% higher (P = 0.005). Oils were not advertised. High fat, sugar, and salt (HFSS) foods represented 35% of advertised foods (comparison impossible due to removal from Eatwell pie chart).
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A cross-sectional survey of dietitians to assess the use and experience of blended diets given via gastrostomy in the UK
L Cantwell & B Ellahi
Faculty of Health and Social Care, University of Chester CH1 4BJ UK Background: Currently, there is a lack of evidence to support or refute the use of blended diets (BD) in the UK. There are also a number of concerns relating to BD including, nutritional adequacy, risk of tube blockages and microbial contamination (1) . In America, studies have shown that BD is used (2, 3) however there is limited evidence regarding its use in the UK. The aim of this study was to identify the current use and experience of BD amongst dietitians in the UK. Methods: Ethical approval was granted by the University of Chester Faculty of Health and Social Care Research Ethics Sub-Committee. Registered dietitians working in enteral nutrition were invited to complete an online questionnaire advertised online through the BDA members monthly e-zine, BDA specialist groups and regional branches. In order to strengthen reliability and validity of the questionnaire it was developed based on questions from a previous study (2) , was reviewed by a regional home enteral feeding group and piloted amongst professional. There were 195 anonymise responses, seven were excluded as they didn't meet the inclusion criteria. The remaining 188 were analysed using descriptive statistics and chi square tests using Yates Continuity Correction and Cramer's V Correlation Co-efficient to infer significant associations.
Results: Approximately a quarter of respondents (n = 45, 23.9%) supported patients following a BD. There was a significant association (P < 0.05) between area of practice, type of patient and use of BD (75% community versus 25% hospital and 64% paediatrics versus 9% adults, 27.4% both). The most frequently selected reason for using BD was request from carer/patient (93.3%) followed by management of reflux (53.3%) and intolerances to formula (40%). Positive improvements in reflux and bowels were observed by dietitians. Nutritional adequacy was a concern (significantly or somewhat) reported by 53.3% of dietitians compared to 20% whom felt unconcerned (significantly or somewhat). The majority of dietitians reported no greater occurrences of tube blockages (77.8%, n = 35) or stoma infections (68.9%, n = 31) amongst those using BD. When asked to rate their patient/carer experiences of BD there were no negative responses and the majority were positive experiences (very good 60%, excellent 26.7%). Amongst those not using BD (n = 143) the most frequently selected reasons were, it wasn't requested by patient/carer (76%), risk of blockages (51.7%), unknown nutritional content (42.6%) and infection risk (40.6%). The majority (90.6%) of dietitians wanted further information about BD. The most important areas for further research selected were nutritional composition (89%, n = 167), risk of blockages (77.6%, n = 146), patient experience (72.3%, n = 136) and microbial contamination (65%, n = 123). Discussion: The results suggest that the current prevalence of BD in the UK is approximately 24% this is lower than the 55% reported in American studies in both adults (3) and children (2) .
However, the prevalence solely amongst paediatrics in this study is 64% which confirms its increasing popularity in this cohort. Patients/carers are the key drivers in the initiation of BD perhaps because parents place a high value on providing 'real food' (4) . Dietitians have observed that BD can support improvements in bowels and reflux which has also been shown in an experimental study (5) . Studies undertaken in the acute setting of developing nations have demonstrated the nutritional inadequacy of BD (1) . Therefore, it's reasonable that nutritional composition is both a concern for dietitians and highly identified as needing further research. Conclusion: BD is being used in the UK. Despite clear concerns raised by the respondents, complex concerns from those using BD were not reported. The responding dietitians highlighted a clear desire for further research in the UK to inform the use of BD. Background: This topic was researched due to the researcher having a strong interest in the topic due to their current physical appearance as a dietitian curious of if a RD's body size effects adherence to advice. As RDs are a smaller health care profession involved in a range of the care of patients it is essential the patient adheres to the advice given. Being aware of the possible issues that could occur relating to adherence of advice is beneficial. It was thought that the knowledge gained would be of interest to those who may be taking on dietetic students or recruiting registered dietitians. There is currently no research on this topic available that the researcher is aware of, it would be useful to bridge a gap in the current research. The overall aim is to collect primary data on whether first year dietetic students believe a dietitian's body size may have an effect on adherence to advice. Dietetic students were used as subjects due to constraints of an undergraduate project and not being able to access the general public due to university regulations. (2) . The interviews were done on a one to one basis and were recorded. Data was recorded and stored on a password protected memory stick to maintain confidentiality. Each interview was transcribed verbatim then sent back to the participant for member checking. Each transcript was then coded and analysed using the Braun and Clarke thematic analysis (3).
Results: As this is a phenomenological study, the results are described through the discussion. Four common themes arose from the interviews they were regarding the dietitians Body Size, Judgements, Dietitians Experience and Perception. The themes all had sub-themes through them to give a more in-depth reflection of the interviews and students beliefs. Discussion: The participants believe Dietitians should be a role model for patients as first impressions mean a lot to the public which may increase adherence if they feel the dietitian is what they expected them to look like. It was also found that the participants feel patients may feel more at ease if the dietitian is a similar body size to themselves to reduce the possibility of feeling judged, it was stated that they felt a dietitian with a slightly higher BMI would be more effective than an underweight dietitian due to public perceptions of weight. It was also stated strongly that the area of dietetics would play a part in adherence therefore may be different if giving weight management advice to acute advice. Conclusion: It was found that dietetic students felt body size had some effect on adherence to advice and that RD's should be a good role model however most participant stated they thought people would be adhere more to having a dietitian who can empathise and give a none judgemental consultation. Further research is needed to explore the topic further.
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Service evaluation exploring non-attendance at low fermentable oligosaccharides, disaccharides, monosaccharides and polyols (FODMAP) diet group follow-up sessions (1) . High non-attendance rates at LFD group education sessions have been identified at a North London Hospital, leading to inefficient use of limited resources and increased costs. Non-attendance at LFD group sessions has not been previously investigated. This study aimed to conduct a service evaluation to explore reasons for patient non-attendance, with a view to improving attendance and efficiency of future LFD group follow-up sessions. Methods: Ethical approval for the service evaluation was obtained from both the University and hospital. Informed verbal consent was obtained from all patients. Participants were recruited by purposive sampling. Semi-structured telephone interviews were conducted with IBS sufferers, two men and four women (age range: 21-45) who had attended the first LFD session but had not attended the follow-up. Interviews were recorded, transcribed and thematically analysed. Thematic analysis was chosen as it is accessible and suitable for analysing interviews regarding people's experiences in a small data set. The interviews were completed by the same researcher, eliminating inter-rater reliability. Interview topics included the patients' experience of the LFD, the course and literature provided, and any reasons for non-attendance.
Results: Three main themes with associated subthemes highlighted the reasons for non-attendance: The Course (quality of content, support, group interaction, timing), The Diet (complexity, selective adherence, accessibility) and The Participant (goal incongruence, prioritisation, motivation, extraneous factors). None of the participants successfully undertook the full LFD, rendering the follow-up sessions, which aimed to wean them off the diet, irrelevant. This contributed to non-attendance. The findings of this study indicate that no matter how excellent the course or how well the intricacies of the diet were explained, the attitude and pre-disposition of the participants were the critical factors in preventing a successful outcome: 'I would [rate the course] 10 as they were very, very helpful. . .
[but] at the time I had other things going on and I wasn't able to commit to it'. Discussion: Contrary to expectations, none of the participants fully adhered to the LFD, contrasting with Gibson and Shepherd's study (2) yet supporting the view of Halmos et al. Background: There is evidence that consuming wholegrain (WG) foods is associated with health benefits including reduced diabetes and cardiovascular disease risk (1) . However, this is no standardised definition of 'WG' foods in the UK or internationally. One proposed definition (2) is that a food is WG if it contains a carbohydrate:fibre ratio of <10:1. This is roughly the ratio in whole-wheat flour (2) and is associated with good nutritional quality due to the various nutrients in fibre including various phytosterols and antioxidants (3) . The current study builds on research by Mozaffarian et al. (2) who looked at the applicability of this criterion in the United States. Hence the aim of this study was to evaluate the usefulness of this <10:1 criterion when assessing nutrient quality of bread and breakfast cereals sold in UK supermarkets. Method: The study followed a cross-sectional design where nutritional information was gathered from online data for all bread and breakfast cereals sold at the 'Big Four' UK supermarkets where 79% of the UK population buy food (4) . Products with a carbohydrate:fibre ratio of <10:1 were included in the study and their nutritional content was recorded. Each product was then categorised using the Food Standards Agency (FSA) criteria (5) as high, medium or low for fat, saturated fat, sugar and sodium. Foods with low and/ or medium amounts of these nutrients were considered to have 'good' nutrient quality. A Kolmogorov-Smirnov test was completed which showed the data were non-parametric. Spearman rank correlations were used to assess the relationship between carbohydrate:fibre ratio and energy and other nutrients. Differences between the nutrient content of products with fruit, nuts and seeds and those without were examined using independent samples median tests. Ethical permission was not required.
Results: A total of 162 breads and 266 breakfast cereals met the <10:1 inclusion criteria. On average, these breads were categorised as containing medium fat, low saturated fat, low sugar and medium sodium while breakfast cereals were categorised as medium fat, low saturated fat, high sugar and low sodium. In both bread and breakfast cereals, as the carbohydrate:fibre ratio decreased, fat content increased (bread: r = À0.171, P = 0.029; breakfast cereals: r = À0.131, P = 0.033) and, in breakfast cereals only, as the ratio increased, sugar content also increased (r = 0.381, P < 0.0001). Breakfast cereals with fruit, nuts and seeds contained more fat, saturated fat, sugar and sodium per 100 g than those without (all P < 0.0001). Similarly, breads with fruit, nuts and seeds had more energy, fat and saturated fat than those without (all P < 0.0001). Discussion: Mozaffarian et al., (2) reported that the <10:1 criterion was useful in identifying the 'most healthful' WG products when analysing a range of American foods. The results from the present study indicate a similar finding in UK breads and breakfast cereals although the presence of fruit, nuts and seeds is potentially confounding. This criterion could be used in public health and adopted by manufacturers to provide additional information on food packaging. Nonetheless, it is not a substitute for the FSA criteria (4) as these provide more information that is not captured by the carbohydrate:fibre ratio. Recent research indicates that WG particle size may impact on the health benefits associated with WGs and, if so, further studies are required to identify how this could be conveyed to consumers.
Conclusions:
The <10:1 criterion may be potentially useful in defining WG products as it can be used to identify breads and breakfast cereals that have good nutritional quality. (1) to improve diet, increase physical activity and tackle obesity. It is a mobile kitchen which visits schools and provides cooking sessions for students, healthy eating advice, teaching resources, cooking equipment and continuing professional development (CPD) courses for teachers. Evaluation of nutritional education programmes is essential in determining whether objectives have been achieved as well as improving programme implementation (2) . The aim of the study was for teachers to evaluate the CPD sessions of the HSCB and assess how effective they are. Methods: Ethical approval was obtained from Queen Margaret University Divisional Research Ethics Committee. Downfield Primary School in Dundee requested a visit from the HSCB. All of the teachers attending the CPD session were invited to take part in the study. Sixteen teachers (13 females/3 males) were recruited for the study. Questionnaires were given to the participants prior to the session and immediately afterwards. The questions combined a mixture of open and Likert scale questions. The pre and post answers were compared and the data analysed using SPSS 21.0. The change from baseline was assessed using the Wilcoxin Signed-Rank test. Significance was assumed at P < 0.05. The qualitative data was grouped in terms of common themes reported by the participants, e.g. practical experience being a positive aspect.
Results: The CPD session was found to increase confidence in a variety of topics concerning teaching, cooking and nutrition.
The participants' view of the importance of cooking education had significantly increased (Table 1) . Significant increases in self-perceived confidence in various aspects of teaching cooking were also found (P < 0.05). For example, teaching about food preparation, equipment, food hygiene, cooking skills, recipe adaption, planning and leading cooking activities and linking cooking education to other areas of the curriculum. This increase in the importance of cooking education and selfperceived confidence was also reflected in the answers from the open questions. Discussion: This evaluation demonstrated the ability of the HSCB to achieve significant results in improving confidence levels when teaching about cooking and health education. The participants' view of the importance of cooking education also increased significantly as a result of the CPD session. However, the results of this study cannot be generalised to all nutritional programmes and there are limitations. The study sample was small and not all questions were answered by the participants. Four participants had to leave early and so could not complete the post-CPD questionnaire. Therefore pre and post data for the whole group could not be compared. Further studies are required throughout the whole of Scotland in order to properly understand the short-term effects of the HSCB.
Conclusion:
The Healthier Scotland Cooking Bus was successful in increasing self-perceived confidence in a variety of cooking skills and health education. , which can contribute to unplanned positive energy balance, weight gain and obesity. There is increasing international . However, results from UK studies are inconsistent and currently no studies have explored this in young adult university students 3 . The aims of this study were to identify any associations between frequency of takeaway consumption and indicators of body weight in university students and examine potential differences with gender and ethnicity. Methods: University students aged 18-25 years were invited to participate in the study. Consenting participants completed a questionnaire which was designed specifically for the study and focussed on the frequency of consumption of a defined list of takeaway foods. Those who reported consuming a takeaway meal at least once per week were categorised as frequent consumers. Weight, height and waist circumference (WC) were measured according to standard procedures and body mass index (BMI) was calculated. Anthropometric measurements were categorised as high if BMI was ≥25 kg/m 2 and WC was >80 cm in women and >94 cm in men 4 . Age, gender and ethnicity were recorded. The prevalence of high BMI AE WC in frequent takeaway consumers was compared with prevalence in those consuming less often using Pearson's chisquared and Fisher's exact (if n < 5) tests. Subgroup analysis was undertaken for gender and ethnicity where the number of participants allowed. Ethical approval was obtained from the Ethics Committee for Studies involving Human Participants (ECDA), University of Hertfordshire. Results: Forty-four participants completed the study (22 men, 22 women; 27 White, 17 other) and 16 of these (36%) were frequent takeaway consumers. In the whole group, BMI ranged between 17.3-37.7 (mean 24.2) kg/m 2 . Sixteen (36%) participants were categorised as having a high BMI and six (14%) with high WC. The prevalence of high BMI in frequent consumers was significantly higher than in less frequent consumers (88% vs 7%, P=<0.001). In women, but not men, the prevalence of high WC was significantly higher in frequent consumers than those consuming less frequently (80% vs 6%, P = 0.003). High WC was also more prevalent in White frequent consumers than in those consuming less often (36% vs 0, P = 0.019). No significant associations were identified in students from other ethnicities. Discussion: These findings support other studies identifying associations between takeaway consumption and obesity 2 . Large portions and high energy content are likely to contribute to positive energy balance and weight gain but high saturated fat and salt content may also contribute to cardiovascular and other health risks. Prevalence of abdominal fat adiposity in the UK is generally greater in females than males 5 and, because the association between takeaway consumption and WC was only significant in women, this suggests this may be of greater concern than in men. No associations were identified in Asian, Black or mixed race subgroups and this may be due to smaller numbers or because their takeaway choices or other lifestyle factors were different 6 . The findings are limited by the use of an unvalidated questionnaire rather than analysis of food intake and because physical activity was not evaluated. In addition, these associations do not confirm a causative relationship between takeaway consumption and weight gain. However, the findings indicate that there may be concern about the future health of students consuming takeaways weekly or more often and this is worthy of further study. Conclusion: Students who consumed takeaway meals at least once per week had a higher prevalence of overweight and in women and White students, there was also evidence of greater abdominal adiposity. Research suggests other anthropometric measures may be more reliable when detecting malnutrition (1) . Lean body mass (LBM) promotion, opposed to fat mass may improve clinical outcomes. The study's aim was to gain an insight into the understanding and knowledge of those with CF regarding BC, which is essential for practice development. Methods: A cross-sectional, on-line survey study design was employed internationally through Facebook groups. LBU research ethics co-ordinator granted ethical approval. Pilot/ screening questionnaire was distributed to a small sample. Although a validated survey was not used, evaluation of similar research surveys and questionnaire design guidance was used to develop questions. Background: Dietetic input may be required in the palliative care stages of many conditions (1) . It is likely student dietitians will support terminally ill people, during their clinical placements. Research suggests 50% (13/26) of graduating student dietitians felt uncomfortable in ethical situations, including providing palliative care, and wished for more experience (2) .
This study aimed to understand student dietitians' placement experiences of palliative care, in order to support the formation of a larger study which could assist student dietitians' learning and guide their preparation for clinical placements. Methods: All forty 4th year student dietitians were invited to interview during a Coventry University lecture. Semi-structured interviews of 15-30 minutes were conducted with the six volunteers recruited (female, aged 21-25 years, completed all clinical placements). Participants discussed their palliative care experiences and their attitudes and beliefs towards their involvement on placement. Data was transcribed verbatim and analysed using thematic analysis. The time constraints of a student project prevented data saturation being reached. Member checking and peer review enhanced rigour. Ethical approval was obtained from Coventry University. Palliative care is different: All acknowledged that palliative care was dissimilar to other care they had provided. '. . .just want to help everybody and when you can't help somebody it brings you back down to earth'.
Involvement of others:
All participants discussed working alongside dietitians, other healthcare professionals and patients' families. 'I find it difficult . . . to talk to families and then when they get upset. . . I get upset because I can remember how I felt [when a relative was receiving palliative care]'. Improving the situation: Participants deliberated on how they might be best supported. Some (3/6) believed that further teaching at university prior to placement would be beneficial. What their [previous students'] experiences are. One believed that continual professional development (CPD) courses from the British Dietetic Association (BDA) might be of benefit. 'how to approach palliative care, end of life situations'. Some (2/6) believed that greater clinical experience was beneficial, as their experiences improved whilst they were on placement. 'by the time you get to C [placement] I think you are prepared to see patients in that situation [palliative care]'. Discussion: Exposure and support were the two key elements highlighted by the results. Whilst placements give exposure, specific palliative care exposure may be beneficial. Support could be enhanced by the incorporation of training for clinical supervisors to be there for students when patients are receiving palliative care, as was recommended for occupational therapy students (3) . Conclusion: Student dietitians' placement experiences of palliative care varied; some believed that their experiences improved over the course of the placement as they gained more experience with the patient group, and others felt they required further support from Coventry University or might benefit from CPD courses from the BDA. (1) (2) .
Contributing factors are diverse and in order to overcome potential barriers to commencing injectable therapy, appropriate education to increase knowledge, promote shared decision making and reduce psychological stress is required (3) . The aim is therefore is to explore these barriers and develop an education programme to prepare people for the progression to injectable therapy. Methods: A semi-structured focus group approach was adopted to establish beliefs regarding perceived barriers to injection treatment and to inform the development and content of an education programme. Adults with type 2 diabetes who had commenced injectable therapy within the previous 12 months were identified from the hospital diabetes database. 12 participants were invited to each of 3 focus groups. Discussion was recorded, transcribed verbatim and analysed by means of thematic content analysis using NVivo software. An education programme was designed based on current published evidence and informed by the focus group analysis. Full ethical approval was granted from the Office for Research Ethics Committees Northern Ireland (ORECNI).
Results: 11 individuals participated in the focus groups. Common themes arose in terms of the experience of commencing injectable therapy including disappointment, shock, lack of preparation, stress and resistance to change. E.g. 'It was a shock to me, I thought I was doing great because I was losing weight' and 'It worried me and knocked me back completely'. The need for education prior to transitioning was highlighted. Based on the participants' views and current evidence, an education programme was designed to support patients with type 2 diabetes overcome barriers to injections while providing knowledge of key areas of concern including risk of hypoglycaemia, driving requirements, weight management and food choices. Discussion: The present study supported published findings that patients have a negative emotional reaction to the decision to start injectable therapy in type 2 diabetes (4) (5) (6) . A key challenge to addressing barriers to injection initiation is to support patients in self care behaviours and develop problem solving strategies and action plans (7) . An educational programme delivered in advance of commencing injectable agents will aim to prepare patients for the transition, enhance participation in decision making and minimise any adverse emotional impact. A diabetes specialist dietitian is ideally placed to deliver the programme. Conclusion: By exploring patients' beliefs, knowledge and barriers to injection therapy through the education programme it is hypothesised that diabetes specific stress can be reduced but this needs tested in a randomised controlled trial. Background: Coffee's potential health benefits are currently thought to outweigh its possible detrimental effects (1) , including an inverse association with risk of diseases such as type 2 diabetes (T2DM). Coffee's actual effects on the biomarkers associated with T2DM, however, have not been well studied to date. Therefore this study aimed to investigate associations between coffee consumption and biomarkers involved in the development and pathogenesis of T2DM (fasting glucose, HBA1C, lipid profiles and C-reactive protein). Method: Anonymised, cross sectional data regarding coffee consumption of UK adults was obtained from the UK National Diet and Nutrition Survey (NDNS)*, and T2DM biomarkers included lipids, fasting glucose, HBA1C and C-reactive protein. Of the 4156 initial subjects, those who provided no blood sample (n = 2878), were under eighteen years old (n = 345) and who were diabetic (n = 67), were excluded. The remaining 866 remaining subjects were stratified by age into subgroups: adults aged 18-64 (n = 716) and elderly subjects aged 65 years and over (n = 150). Using food/drink intake data reported in the 4-day food diaries, coffee consumers were defined as those reporting consumption of any type of coffee (e.g. filtered/instant; caffeinated/decaffeinated) on at least one occasion. IBM SPSS version 22 was used to carry out statistical analysis of the data and P-values < 0.05 were considered statistically significant throughout. Results: Median HBA1C was 0.1% lower in coffee consumers compared to non-consumers (Mann Whitney U = 68361, z =À2.6, P = 0.009). The same result was also apparent in the adult coffee consumers subgroup compared with non-consumers of coffee, (U = 46620, z = À2.426, P = 0.015), but not in the elderly subgroup. Multiple regression analysis showed that on average, coffee consumers had a 0.06% lower HBA1C compared to non-consumers of coffee, after controlling for sex, age and body weight (P < 0.05). This association was also only seen in the adults, but not elderly, sub-group. No associations between coffee consumption and other T2DM biomarkers were found (lipids, fasting glucose and C-reactive protein). Discussion: Coffee consumption was significantly associated with a reduced HBA1C primarily driven in the 18-64 years age sub-group. This inverse association remained when weight, gender and age were taken into account, mirroring previous research (2, 3) . Coffee consumption did not appear to be associated with a reduced fasting plasma glucose which may suggest that coffee exerts its anti-diabetic effect through reduction of post prandial blood glucose levels rather than reducing fasting blood glucose, a mechanism proposed in previous studies (4, 5) .
Conclusion: Coffee consumption was significantly associated with a reduction in HBA1C which was primarily driven by the 18-64 years old age group. Coffee consumption remained a significant predictor of HBA1C after adjusting for possible confounders including weight, age and sex. Since microvascular complications have been observed even in pre-diabetic ranges of HBA1C (5.7%-6.4) (6) and prevalence of T2DM is increasing in the UK, a reduced HBA1C due to coffee consumption could be significant to public health through minimising both the complications and development of the disease.
*Data from the NDNS are freely available to download from the UK Data Archives, and were fully anonymised therefore no ethical approval was required for this study.
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The applicability and accuracy of using ulna length to predict height in an ethnically diverse population focussing on Turkish adults: A crosssectional study Background: Height measurements are frequently used in dietetic practice to calculate body mass index, a marker of nutritional status in adults. This allows for health care professionals to correctly implement the Malnutrition Universal Screening Tool. Despite this, certain patients are unable to provide height measurements due to physical barriers, such as being wheelchair bound. Under these circumstances, surrogate measures of height, such as ulna length, are required (1) . Ulna length-height relationships may vary between different ethnic groups (2) .This study aimed to investigate the accuracy of predicting height using published equations, based on ulna length, in an ethnically diverse population, with a specific focus on Turkish adults (mixed/Multiple ethnic group). Methods: All measurements were made by two investigators using the same equipment. Participants aged ≥21 years were recruited using purposive and snowball sample techniques from across London in a cross section study. Individuals selfdescribed their ethnicity which was then categorised as either White or Mixed/Multiple ethnic group. Turkish adults were categorised as Mixed/Multiple ethnic group. Ulna length and height were measured using standard procedures (2) . Predicted height was calculated using the Malnutrition Universal Screening Tool equations (1) . Measured height was compared between ethnic groups using an unpaired t-test. Measured and predicted height were compared within each ethnic subgroup using paired t-tests. The association between measured and predicted height was then examined using a Pearson correlation. Ethical approval was obtained from the Research Ethics Committee of London Metropolitan University. Results: Overall, 62 participants were recruited (42 men, 20 women; 54 White, 8 Mixed/Multiple; mean (SD) age 30.02 (10.55) years). There was no significant difference in measured height between the White and Mixed/Multiple ethnic groups (mean (SD) 172.5 AE 8.83 vs mean (SD) 166.9 AE 8.35 cm, P = 0.111). There was no significant difference between measured and predicted height in the overall group (mean (SD) 171.8 (8.91) cm vs mean (SD) 173.1 (6.74) cm, P = 0.283) with a mean (95% CI) over estimation of 1.30 cm (-3.6; 8.3). Within the White ethnic group, the mean (SD) difference between measured and predicted height was (0.8 (0.92) cm, P = 0.111). In the mixed/multiple ethnic group the mean (SD) difference between measured and predicted height was (3.1 (1.52) cm, P = 0.111). A strong positive correlation was found between measured height and ulna length in both the White (r = 0.764, P = 0.000) and Mixed/Multiple ethnic (r = 0.785, P = 0.021) groups respectively. Discussion: Data reported in the current study indicates ethnicity does not affect height predictions. As such, the Malnutrition Universal Screening Tool prediction equations can be used for white and mixed/multiple ethnic groups. Similar findings have been reported elsewhere (3) . Despite this, findings of the current study were unexpected as anthropometric measurements can be affected by ethnic differences. A significant limitation of the research is the uneven sample sizes across ethnic groups. were classified as overweight at study commencement compared with 58 % at study end. Dysglycaemia was present in 33.4% of the study sample. A significant small positive correlation between dysglycaemia and initial weight gain at 1 year was found (r = 0.276, P < 0.001). Cardiovascular disease risk ≥10% was present in approximately one third of participants.
No statistically significant correlation between cardiovascular disease risk estimation and initial weight gain at 1 year was found. Metabolic syndrome prevalence was 33.2% across the study sample. A significant association between weight gain and metabolic syndrome was also observed. Discussion: People living with human immunodeficiency virus have high rates of overweight and obesity, dysglycaemia, cardiovascular disease risk and metabolic syndrome. These results reflect trends in the general population but differ in aetiology (2) . As such, human immunodeficiency virus-specific lifestyle modification should be offered to those affected. The finding of catch-up weight following inititation of therapy has been reported in elsewhere in this area of investigation (3) .
Additionally, the adverse effects of initial weight gain on glycaemic control is consistent with previously conducted studies (3) .
Conclusion: Given the above findings and in the context of long term care of people living with human immunodeficiency virus, increased access to dietetic services should be promoted for this population group.
entitled to Healthy Start compared to those not, were analysed using an Independent T-Test. Results: Of participants recruited (n = 16), one in third-trimester and fifteen postpartum, ten reported consuming a vitamin D-containing supplement; six of which were entitled to Healthy Start. Mean dietary and supplement vitamin D intakes (1.84 AE 1.26 µg; 6.25 AE 5.00 µg) respectively, were significantly lower (P < 0.001*; P = 0.009*) than the RNI. The difference between mean total intake (8.09 AE 5.60 µg) and the RNI was non-significant (P = 0.193). Mean total vitamin D intake was significantly higher (P < 0.001*) in participants who reported consuming a vitamin D-containing supplement (12.19 AE 1.39 µg) than those who did not (1.25 AE 0.81 µg). Mean supplement vitamin D intake was significantly higher (P = 0.013*) in those entitled to Healthy Start (10 AE 0 µg) than those not (4.44 AE 5.00 µg). Discussion: Despite the small sample, mean dietary intake was similar to that of a prospective study (n = 1205) 3.74 µg/ day (6) . There are limitations of recall associated with the Food Frequency Questionnaire and postpartum participants. However a cohort study (n = 60) reported a similar mean dietary intake (2.78 AE 1.8 µg) assessed by a three day food diary completed during pregnancy (7) .
Conclusion:
The inclusion of vitamin D-containing supplements resulted in total intakes similar to the RNI, emphasising the importance of a 10 µg/day supplement. Entitlement to Healthy Start resulted in significantly higher vitamin D-containing supplement intakes, suggesting Healthy Start pregnancy vitamins should be available to all pregnant women.
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An exploratory study of undergraduate dietetic students' recognition of the link between communication and interpersonal skills and patient-centred practice P Smith School of Health & Life Sciences, Glasgow Caledonian University, Glasgow, UK Background: A significant part of patient centred practice (PCP) revolves around the acquisition of effective communication and interpersonal skills (1) and the recognition of factors which have a positive or negative influence on the outcome of a patient consultation. PCP brings about many more positive health outcomes than initially thought. Among the benefits reported are improved patient empowerment, increased ability to self-manage, better understanding, greater satisfaction with treatment and care, and less frequent visits (both new and return) to health professionals (2) . Further, optimal communication skills on the part of the practitioner have been found to enhance job satisfaction and contribute to retention of staff (2) .
This study aimed to explore undergraduate dietetic students' recognition of the links between communication and interpersonal skills and PCP.
Methods: This qualitative case study recruited participants from all four levels of a dietetics programme (n = 60; 15 students per year). Each year represented one case in order to facilitate both within and across case analysis. The data was gathered using bespoke questionnaires comprising open questions and was completed by 53/60 available students.
Responses from the questionnaires informed the focus group discussion points. One focus group was conducted for each level of the programme with 22/53 students opting to participate in a focus group. Vignettes were gathered only from students who had experience of placement (levels 3 & 4) resulting in 20 vignettes from 23 participants. All data was analysed using thematical and content analysis. Ethical permission was granted by the university ethics committee. Results: Four strong themes emerged from analysis of the questionnaires and focus groups: people skills & attributes, professional practice, language skills, and non-verbal communication. The vignettes supported the overarching observation that whilst students had a strong lean towards PCP and recognised many of the factors that impact positively or negatively on a consultation, and the skills involved in communication, they did not recognise communication as a component of 'Patient-Centred-Practice'. Discussion: The findings suggest that students' perceptions of influencing factors broaden as they move through the programme and gain more experience and knowledge of dietetic practice. The lower levels of the programme have a narrower perception of influencing factors and appear idealistic in terms of what is achievable within a consultation, putting little responsibility for success on the patient. The third year students tend to focus mainly on professional practice over people skills. This could be explained in part by their experience of placement A generating some anxiety over what will be expected of them on placement B and C thus forcing a greater focus on professional aspects. The level four students, while nicely balanced between the four strong themes, nevertheless continued to demonstrate a lack of awareness of the link between communication and interpersonal skills and PCP. Conclusion: These findings suggest that a more explicit and tailored programme of communication skills training is required, pertinent to each level of the programme in order to enable students to recognise the role of communication and interpersonal skills in PCP thereby helping to optimise their effectiveness in future dealings with patients. Background: Patients on long-term haemodialysis (HD) usually need to follow a low phosphate diet (LPD) to reduce ongoing excess blood phosphate, which can cause bone disease. Despite this, dietary non-adherence ranges from 2-81%. (1) HD patients report that the LPD is very difficult to adhere to. Changing a patient's dietary behaviour, i.e. adherence to a LPD, requires an understanding of the barriers and facilitators that influence the behaviour. This study aims to identify such factors in adult patients on long-term HD. Methods: Ten participants were identified by convenience sampling. Sample size was guided by applying published principles of data saturation. Main inclusion criteria included: adults with end-stage renal failure on long-term HD previously advised to follow a LPD. Individual, face-to-face interviews were conducted at two HD units and audio-recorded for transcription. An interview guide was used, based on the Theoretical Domains Framework of Behaviour Change (TDF).
Anonymised transcripts were coded and analysed using the TDF and thematic analysis. LPD adherence level was assessed by using the patient's blood phosphate levels (low/high adherence = >/<1.7 mmol/L, respectively), diet history (typical phosphate intake estimated), self-reported adherence (yes/no answer) and clinical judgement. Definitive (not borderline) high and low adherers were identified and any similarities/differences in their findings (within and across groups) were identified and compared.
Results: Five males and five females (mean age=59) participated. Three domains had a high number of themes and were thus classified as important, i.e. potentially affecting LPD adherence (Table 1) . High adherers (two out of 10 participants) referred more to facilitators than to barriers. The opposite was found in low adherers (also only two participants). High adherers identified facilitators within the same three domains. Low adherers identified barriers within the same four domains ( Table 2) .
Discussion: There are many factors (identified in this study), besides knowledge, that might affect patients' dietary behaviour, and thus LPD adherence. These should be considered systematically during interventions. Interventions for low adherers should consider targeting barrier domains, whilst also encouraging identification of and focus on facilitators. Findings should be viewed in light of potential limitations which include a small sample size, social desirability bias and limited accuracy of the adherence measures used. Further research is needed in larger and more diverse HD populations to confirm findings. Conclusion: These results will provide an evidence base to inform recommendations to assist dietitians in developing appropriate and effective interventions that help improve LPD adherence. 
